CBPR emphasizes community-academic partnerships with shared leadership in the planning, implementation, and evaluation of interventions. 7, 8 In 2008, the National Institutes of Health highlighted CBPR as a core strategy in eliminating disparities. 9 The CBPR-driven CHNA elevates identification of the perspectives, preferences, and priorities of the communities with whom interventions are developed. 10 This approach uncovers issues of local relevance that can be applied to interventions addressing the social determinants of health.
COMMUNITY CONTEXT The Community Coalition Board and Research Partner Communities
The MSM PRC, funded by the Centers for Disease Control and Prevention in 1998, is governed by its Community Coalition Board (CCB). The CCB, established in 1999, is composed of 24 leaders representing three member types:
neighborhood residents (16 seats; always in majority number), academic institutions (3 seats), and health/social service agencies (4 seats). The CCB is the CBPR-driven, policymaking board of the MSM PRC (not an advisory board) and is designed to steer health priority setting, research agenda development, implementation, evaluation, and dissemination. 11 The CCB has met every other month since its inception.
Neighborhood resident members of the CCB are intentionally recruited from MSM PRC Research Partner Communities (RPC). RPC demographic characteristics have resulted in increased incidence and prevalence for both chronic and infectious disease. 12 The majority (88%) of residents are African American, have an average household income of $23,243, a 21% unemployment rate, 38% are living in poverty, and are ranked among the lowest among other socioeconomic conditions. 13, 14 Although the RPC represented higher unemployment and poverty and lower education and income in comparison with other neighborhoods, the CBPR mindset of MSM PRC founders necessitated the identification of strategic alliances capitalizing on community strengths of neighborhood planning units (NPUs). [15] [16] [17] [18] [19] The NPU governance structure was established in Metropolitan Atlanta, Georgia, in the 1970s. The CCB received DME status reports on CHNA progress at bimonthly (every 2 months) meetings where data collection processes and challenges were presented, recommendations were sought and acted on.
CHNA Primary Data Collection Tool Development
The Center and CCB (led by the DME) implemented a systematic approach to update the previously administered 
Primary and Secondary Data Collection

Secondary Data Collection
Center staff mined secondary data from multiple sources, including state and local health departments (e.g., Georgia
Department Respondents also identified the perceived causes (social determinants) and potential solutions associated with community health priorities ( 
Outcomes
This project review committee model has been strategically employed over time to (1) systematically review and prioritize interventions through its CCB governance structure, (2) advance policy, systems, and environmental change approaches through community-clinical linkages, and (3) fund community-led grants (three grants totaling $45K) and job creation (three full-time positions sustained since 2012). Table 2 details the outcomes of the CBPR-driven CHNA, benefitting both the CCB, the MSM PRC and the broader community. Cardiovascular disease and diabetes health concerns were addressed through a policy systems and environmental approach addressing the risks for risk, including limited access to opportunities for safe physical activity and quality access to low-cost healthy food. [23] [24] [25] These outcomes were responsive to the community ecology through the CHNA indicating the noteworthy proportion of homicides in the RPCs (Figure 1 ) and that 10 of the 11 RPCs are food desserts. 25, 26 The community experience correlation between feelings of safety and security and physical activity were subsequently cited in a qualitative study of RPC parents as a determinant of their children's health. 27 
Interpretation
Processes that Promoted Success
Moving beyond documenting health disparities to advancing a health equity agenda requires an initial assessment of the health status of underserved populations; an inventory of their health priorities, perceptions, and strengths; and the development of health interventions and strategies informed The community has the right to participate as an equal partner at every level of decision making including needs assessment, planning, implementation, enforcement and evaluation.
Community coalition board governance in the design, administration and evaluation of CHNA through bimonthly presentation, enlisted survey ambassadors and Data Monitoring and Evaluation Committee.
Principles of individual and community informed consent should be strictly enforced.
"Flipping the script" trainings in research partner communities to empower community residents to serve as senior partners in research through CBPR through topics including influence of research on everyday lives, a dialogue on historical milestones in unethical engagement of populations, codes of research conduct, the significance of community engagement, and ways that community members can best decide to participate in research.
Present and future generations should be provided an education that emphasizes social and environmental issues, based on our experience and an appreciation of our diverse cultural perspectives.
Research processes and outcomes should benefit the community. Community members should be hired and trained whenever possible and appropriate, and the research should help to build and enhance community assets.
Community health workers hired from research partner communities.
Community members should be a part of the analysis and interpretation of data and should have input into how the results are distributed.
Community coalition board led in CHNA survey development, administration, review of results and policymaking related to research projects. Project review committees model. Community members should be empowered to initiate their own research projects, which address needs they identify themselves.
Community-initiated grants awarded to residents/community-based organizations.
Productive partnerships between researchers and community members should be encouraged to last beyond the life of the project. This will make it more likely that research findings will be incorporated into ongoing community programs and therefore provide the greatest possible benefit to the community from research.
Community initiatives grants received evaluation support after conclusion of funding through MSM PRC and graduate student support their evaluation and advance evidence-based evaluation effectiveness.
Abbreviations: CBPR, community-based participatory research; CHNA, community health needs assessment; MSM PRC, Morehouse School of Medicine Prevention Research Center.
empowered community members to take on roles as researchers who developed locally relevant research questions, identified health disparities and determinants thereby establishing processes and a research agenda rooted in community needs.
The CHNA process allowed the MSM PRC to foster and expand relationships with the community to understand and respond to its unique health priorities and capitalize on its strengths and assets. See Table 2 for how CCB community values aligned with outcomes of CBPR CHNA.
Previous investigations have demonstrated that research capacity building increases confidence and empowerment, which, in turn, generates community-owned health interventions that are more effective in improving health. 28 The CHNA not only provided an evidence base for the MSM PRC's current research activities, but is also shaping development of policy, systems, and environmental approaches to community-driven data collection and health improvement.
CHALLENGES AND LIMITATIONS
In research and community practice, there are often limitations to data collection based on the assessment timing, data availability, and sample response. The CHNA used mixed methods to improve triangulation of community needs and assets. Obtaining secondary data at the census tract level that 
